Introduction {#sec1-1}
============

Human Immunodeficiency Virus (HIV)/Acquired Immune Deficiency Syndrome (AIDS) is a global epidemic, a major challenge as a health care problem of modern times. As the survival of life increases from the time of an HIV-positive diagnosis, growing concern for the quality of the life has been extended.([@ref1])

The physical manifestations, psychological well-being, coping strategies, social support systems, antiretroviral therapy (ART), spiritual well-being and psychiatric co-morbidities are important indices of quality of life (QOL) in this population as suggested by existing data. Health care professionals are encouraged to become familiar with the full spectrum of predictors of Health-related QOL (HRQoL), which may eventually contribute to the development of multiple entry points for interventions in promoting QOL in these patients.([@ref2][@ref3])

The reaction to the diagnosis of HIV is an excessively traumatic event in the life of people living with HIV/AIDS (PLWHA). In the first phase of the disease, coping becomes an important parameter, which determines the patient outcome. There are studies that have examined whether an 'acceptance' style of coping, as opposed to a 'mental disengagement' style, selectively influencing the first stages of the processing of neutral, emotional and HIV-related information.([@ref4][@ref5]) Consequently, research on the QOL of people diagnosed with HIV is of great importance.

An increasing number of studies have also focused on the association between psychosocial factors (e. g., coping, social support and depressive symptoms) and outcome of patients' QOL.([@ref1]) However, there is a dearth of information about the interaction of these traits with cognitive abilities to influence behavioral and emotional adjustment.([@ref6])

The negative views of HIV leading to discriminatory behavior along with community avoidance of HIV powerfully affected the mental health of people living with HIV (PLWH). The ongoing distress, in addition to, the limited support, leads to a life in which many PLWH silently endure their pain in silence and experience profound loneliness.([@ref7])

There has been increasing attention being focused on AIDS-related stigma in the literature, but there is lack of information available regarding the devastating impact it has on Indian rural women living with AIDS (WLA) the more are the AIDS symptoms, higher level of felt stigma experienced by WLA. This leads fewer adherence strategies and lower support for ART adherence were also associated with avoidant coping. Thereby, the results of the study promote the apparent need for support and resources for rural Indian WLA.([@ref8])

The present study was done to find out coping social support and QOL of PLWHA and the relationship between these variables (social support, coping and quality of PLWHA).

Materials and Methods {#sec1-2}
=====================

Study design {#sec2-1}
------------

Cross-sectional, descriptive, co-relational study was conducted at All India Institute of Medical Sciences (AIIMS, New Delhi).

Study population {#sec2-2}
----------------

The study population conveniently selected 200 PLWHA consenting to be a part of the study who met the inclusion criteria (Patients who are HIV positive for more than six months and willing to participate in the study, who are above 18 years of age, attending ART clinics of AIIMS, New Delhi, and can speak and understand Hindi/English).

Methods {#sec2-3}
-------

All the subjects filled the self-administered questionnaires.

Instruments {#sec2-4}
-----------

The Brief COPE scale (Carver, 1997), a 28-item self-report measure of both adaptive and maladaptive coping skills was used.

Medical outcome study social support survey (MOSSSS) {#sec2-5}
----------------------------------------------------

All study subjects completed MOSSSS for assessing the variable of social support consisting of four functional support scales (emotional/informational, tangible, affectionate and positive social interaction) and the construction of an overall functional social support index.

WHO QOL-HIV BREF {#sec2-6}
----------------

For assessing the variable of QOL, WHO QOL-HIV BREF consisting of six domain scores was used. It has only one item to present each facet. Included in these, there are two items that examine general QOL. Hence there are 31 items, representing the 30 facets. Five of these facets are specific to HIV/AIDS. The individual items are rated on a 5-point Likert scale where 1 indicates low, negative perceptions and 5 indicates high, positive perceptions.

Statistical analysis {#sec2-7}
--------------------

Data were analyzed with SPSS 17 for Windows. The baseline variables were assessed using descriptive statistics of mean and frequency percentages. The variables were correlated by using Pearson\'s correlation. 't' test was used for comparing the variables. The association between multivariate variables and coping, social support and QOL was done by one-way ANOVA.

Ethical consideration {#sec2-8}
---------------------

The permission for collecting data was obtained from the Ethics Committee, AIIMS. A written informed consent from each study subject to participate in the study was obtained before the start of work with assurance of confidentiality of the data.

Results {#sec1-3}
=======

Socio-demographic characteristics of PLWHA {#sec2-9}
------------------------------------------

The mean age of PLWHA was 39.8 ± 8.1, ranging from 21 to 61 years. The majority of PLWHA were males (76%). Total 39% of PLWHA were educated up to till class 10. In all, 75% of PLWHA were married and majority (76%) had income between 5,000 and 10,000/- per month \[[Table 1](#T1){ref-type="table"}\].

###### 

Socio-demographic profile of PLWHA *N* = 200
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As evident from [Figure 1](#F1){ref-type="fig"}, the most commonly used coping styles were acceptance and religion. The least used coping methods are self-blame, venting, humor, denial and substance use. This indicates that mostly adaptive coping strategies were used by PLWHA to face psychosocial and illness-related issues of HIV.

![Showing baseline coping strategies adopted by PLWH](IJCM-40-233-g002){#F1}

[Table 2](#T2){ref-type="table"} shows that most of the PLWHA used tangible support and affectionate support, followed by emotional support, while positive social interaction was the least used support. This reflects the social distancing because of HIV infection.

###### 

Baseline Social support among PLWH
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As shown in [Figure 2](#F2){ref-type="fig"}, the lowest QOL is seen in social relations, followed by physical QOL, which reflects the social implication of the disease. The psychological domain of QOL was higher than the independence and spirituality domain. QOL in physical domain was largely dependent on discomfort reported arising from HIV-associated symptoms and treatment. The impact of HIV infection on the dimensions of QOL including physical and emotional well-being, social support systems, and life roles, emerged as a key issue for persons infected with HIV.

![Bar graph showing domains of QOL of PLWH HIV/AIDS](IJCM-40-233-g004){#F2}

Association of QOL with the coping and social support of PLWH {#sec2-10}
-------------------------------------------------------------

The association between QOL and coping of PLWH is evident from [Table 3](#T3){ref-type="table"}.

###### 

Association of QOL with the Coping of PLWH

![](IJCM-40-233-g005)

As per [Figure 3](#F3){ref-type="fig"}, as the physical domain of the QOL increased the emotional, tangible, affectionate and positive social interaction also increased. PLWHA were able to positively interact with others as well as able to relate with others on affectionate and emotional level too. As PLWHA improved psychologically and were relatively stress-free, there was increase in their ability to interact with others on social, affectionate and emotional levels.

There was a positive significant association between the QOL of independence domain (mobility, work capacity, ability to do activities of daily living) and the emotional, tangible, affectionate and positive social interaction. Results also indicated that PLWHA were able to maintain personal relations and their social support improved as the spirituality domain of the QOL and positive social interaction increased.

![Association of baseline QOL with the Social Support of PLWH](IJCM-40-233-g006){#F3}

Discussion {#sec1-4}
==========

In the present study, the mean age ± SD of PLWHA was 39.8 ± 8.1 years. This was in accordance with the study by Tsevat *et al*.,([@ref9]) wherein the patients' mean age was 44.8 (8.3) years. In reference to the HIV illness status, more than half (69.5%) reported themselves as asymptomatic, which is concordant with the results of the study conducted by Leiberich *et al*.,([@ref10]) in which 82% of PLWHA were asymptomatic. The authors explained their findings because of the study being conducted in the western part of the world where the socio-economical viability is more than their Indian counterparts.

Coping of PLWHA {#sec2-11}
---------------

In the present study, the most commonly used coping styles are acceptance and religion, which are congruent with the results of Trevino *et al*.,([@ref11]) giving implications for assessing religious coping and designing interventions targeting spiritual struggle in patients with HIV/AIDS.

Social support of PLWHA {#sec2-12}
-----------------------

The social support used by most PLWHA was tangible support and affectionate support, followed by emotional support, while the least([@ref11]) used support was positive social interaction.

QOL of PLWHA {#sec2-13}
------------

The lowest QOL was seen in social relations, which is congruent with the study done by Miles *et al*.([@ref7]) The study by Basavaraj *et al*.,([@ref3]) stating the impact of HIV infection on the dimensions of QOL, including physical and emotional well-being, social support systems, and life roles, has emerged as a key issue for persons infected with HIV. This is also in agreement with the study by Côté *et al*.,([@ref12]) on psychosocial characteristics of treatment-adherent, successfully treated HIV patients and to examine the relationships between psychosocial variables.

Association of QOL with coping {#sec2-14}
------------------------------

In the present study, the association between active coping and QOL domains of physical, independent, social relations and spirituality was positively statistically significant. This is in concordance with the results of Steglitz *et al*.,([@ref13]) in which religiosity was related to decreased avoidant coping and increased social support, which in turn were related to psychological distress. Spirituality was positively related to active coping and social support. The association between denial and QOL domains of independence, social relations and spirituality was significantly increased in independence, social relations and spirituality domains of QOL in the current study and it was consistent with the results of Kamen *et al*.,([@ref14]) where denial coping predicted an increase in QOL over time, though QOL remained low in those who practiced denial coping. There was a significantly negative association between substance use and environment. This is in agreement with the study by Leiberich *et al*.,([@ref10]) whose patients reported significantly worse physical and cognitive-emotional QOL than healthy subjects. The HIV-positive IV drug users with great distress showed significantly lower QOL scores. Association between instrumental support and physical, independence, social relations and environment domains of QOL was positive and had significant *P* value in the present study.

There was significant association between social relations and behavioral disengagement. This implies that as behavioral disengagement increases, the social relations increased too, which was contrary to the reports of Koopman *et al*.,([@ref15]) which indicated that HIV-positive persons who experienced the greatest stress in their daily lives were those with lower incomes, who disengaged behaviorally/emotionally in coping with their illness, and those who approached their interpersonal relationships in a less secure or more anxious style.

Association of baseline QOL with the social supports {#sec2-15}
----------------------------------------------------

There was a statistically significant positive association between the physical domain of QOL and social support domains of emotional support, tangible support, affectionate and positive social interaction in concordance with the results of Heckman *et al*.,([@ref16]) which revealed QOL strategies as the most promising included, ensuring that instrumental support and daily assistance is readily available, teaching HIV-affected persons coping and problem-solving skills and conducting weekly face-to-face support groups for persons living with HIV/AIDS. The association between the psychological domain of QOL and social support i. e., emotional support, tangible support, affectionate and positive social interaction was statistically significant. This is in agreement with study by Slater *et al*.,([@ref17]) in which emotional/informational support remained as a significant positive predictor and medical co-morbidities. There was a statistically significant association between the independence domain of QOL and social support, which was in concordance with the findings of Skevington *et al*.,([@ref18]) which revealed that increased positive feelings, social support and perceived improvements of access to health and social care improved QOL. Social inclusion increased perceived physical health indirectly through positive feelings. Better physical health leads to improved sex life, greater independence and better quality of life

Conclusion {#sec1-5}
==========

The most commonly used coping styles were acceptance and religion. The social support used by PLWHA was tangible support and affectionate support. The lowest QOL was seen in social relations, followed by physical QOL. There was positive correlation seen between ways of coping (self-distraction, active coping, instrumental support, behavioral disengagement, venting, positive reframing, acceptance and religion and domains of QOL).

There was negative correlation between self-blame (coping styles) and physical, independence, social relations, environment and spiritual domains of QOL There was significant negative correlation between substance use and environment domain of QOL. There was positive significant relationship between all the domains of QOL and of all four domains of social support.

Implications of the study {#sec2-16}
-------------------------

Health care personnel need to be prepared to manage the psychosocial implications of the disease as they play a major role in empowering PLWH. Awareness regarding the issues faced and vulnerabilities of PLWH can be sensitized to the public. The caregivers can be educated on the importance of social support. The PLWH can be equipped to use effective coping strategies.

Recommendations {#sec2-17}
---------------

Similar studies can be conducted in different geographical areas with a larger sample size. Other outcomes such as level of disease burden, anxiety, depression, subjective wellness, stress related to disease condition can be assessed. The coping strategies to deal with the disease should be available to PLWHA as regular reinforcement and support. The impact of the coping device on the practices of PLWHA on coping and social support can be assessed.
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